Torticollis is a relatively common condition of childhood. The principal cause is fibrous contraction of the sternomastoid muscle and a 'tumour' is often noted in the muscle. Less commonly, torticollis may be due to skeletal or ocular abnormalities. We report a case of torticollis initially diagnosed as muscular in origin but subsequently found to be secondary to an ocular muscle palsy. CASE HISTORY A four -month -old child with a six-week history of a head posture and transient squint was referred to a general hospital outpatient department. Obstetric and developmental history were normal. Torticollis secondary to spasm of the trapezius muscle was diagnosed and physiotherapy was instituted. At age 14 months the head posture was still present and because of a history of squint an ophthalmic opinion was sought. On examination the head was tilted to the right (Fig 1) . Upshoot of the left eye was demonstrated with the head straightened or tilted to the left side. This is a positive Bielschowsky head tilt test and is indicative of paralysis of the left superior oblique muscle.' A left inferior oblique myectomy was performed and one week post-operatively the head posture had disappeared (Fig 2) . Subsequently the child was knocked down by a car and the head posture returned. A right inferior rectus recession was carried out and the head posture has since straightened again. The Ulster Medical Journal DISCUSSION Torticollis may be muscular, skeletal or ocular in origin and occasionally no cause is found. The commonest cause is a congenital shortening of the sternocleidmastoid muscle and often there is a fibrous mass in the muscle belly. Rarely an acquired myositis can cause torticollis. Skeletal conditions associated with torticollis include occipitocervical synostosis, Klippel -Feil syndrome, atlantoaxial displacement, Sprengel's deformity and congenital deformities of cervical discs. In Sandifer's syndrome a head posture is adopted to diminish gastrooesophageal reflux associated with hiatus hernia.2 Refractive errors, nystagmus and ocular muscle abnormalities can all cause ocular torticollis.3 The head posture maintains optimum binocularity and visual acuity. With oblique astigmatism the head is held to one side to reduce distortion.4 A child with congenital nystagmus turns or tilts his head so he can view an object at the null point where nystagmus is at a minimum. Weakness or restriction of virtually any extraocular muscle can lead to a compensatory head posture with the head characteristically held in the direction of action of the affected muscle. In our patient an abnormal head posture was adopted to achieve binocularity and avoid diplopia caused by a superior oblique muscle palsy. The superior rectus and superior oblique muscles act as intorters of the eye, i.e. rotate it towards the nose. The inferior rectus and the inferior oblique are extorters, i.e. rotate the eye away from the nose. These movements keep the horizon level when the head is tilted. When the left superior oblique is paralysed the left inferior oblique acts unopposed to extort the eye causing diplopia. The head is tilted to the right utilising the extortion of the affected eye and causing compensatory intortion of the other eye so restoring single vision. When the head is tilted to the left the paretic superior oblique muscle cannot intort the eye and the left superior rectus acting unopposed by the normal depressing action of the oblique causes upshoot of the left eye. This is the positive Bielschowsky head tilt test demonstrated by this patient. The head posture adopted by our patient tends to mimic that found in muscular causes of torticollis. However, passive movement of the child's head to the opposite side was unimpeded and this is unusual in cases of muscular origin. Squint surgery was successful in correcting the head posture but in longstanding cases secondary cervical musculoskeletal contractures may develop and extraocular muscle surgery alone may be ineffective. Congenital superior oblique muscle palsy may be due to birth trauma affecting the IV nerve, but there was no history of birth trauma in this case. Occasionally the nerve or muscle itself is absent. Ocular problems are an important and treatable cause of congenital torticollis. These should be suspected in all cases where passive head movements are normal. In neglected cases with secondary contractures the exact aetiology of the condition may be difficult to elucidate.
